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FROM THE SURGEON GENERAL 



Internal Review 



Over the last few years the impor- 
tance of internal review of resource 
utilization has come to the forefront 
of management in general and the 
Navy in particular. The greatest 
problem lies in how we define this 
vital management function. 

SECNAV Instruction 7510.8 pre- 
scribes the Navy's policy on internal 
review. In general terms, internal 
review is any special study, analy- 
sis, or investigation directed at de- 
tecting inefficiencies or improprie- 
ties in the use of a command's re- 
sources. Internal review is a func- 
tion performed within a particular 
command at the direction of the 
commanding officer. This is in 
contrast to internal audit, which is a 
function of the Naval Audit Service 
and is internal to the Department of 
the Navy. Internal review has been 
traditionally applied to an examina- 
tion of the use of financial re- 
sources, but it should more appro- 
priately be used to examine the use 
of all command resources whether 
personnel, supplies, equipment, 
facilities, dollars, or any other 
resource. Furthermore, proper in- 
ternal review programs will interact 
with quality-assurance and risk- 
management efforts for proper ad- 
ministration of the entire command. 

In these times of austere resource 
allocation, it is critical that each of 




us makes better use of resources. 
Internal review is a tool that can 
help to accomplish this objective. If 
used properly, this tool can enable 
us to take a fresh and objective look 
at ways of improving efficiency and 
protecting against the misuse of 
vital resources. 

As with any program, internal 
review itself requires a dedication of 



resources. While this may be seen 
as a limiting factor, we must be cau- 
tious not to overlook the potential 
for long-term savings and efficien- 
cies that can result from an effective 
internal review program. It would 
be ideal if BUMED could provide 
each command with additional as- 
sets to increase its internal review 
staff; unfortunately, that is not pos- 
sible. However, as resource manag- 
ers, we must never neglect internal 
review simply because it might not 
provide immediate benefits; the 
potential for long-term benefit is 
significant. 

I urge all members of the Navy 
Medical Department to examine 
their roles in insuring that our vital 
resources are used efficiently and 
that proper emphasis is placed on 
internal review to improve manage- 
ment effectiveness. 





W.P. ARENTZEN 

Vice Admiral, Medical Corps 
United States Navy 
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DEPARTMENT ROUNDS 



Scenario of a Mass Casualty Drill 



At 1300 hours on 23 Aug 1979, a 
civilian passenger airliner with 36 
persons on board crashed into a 
church parking lot, spreading bod- 
ies and wreckage over an area of 
one-half acre. 

The above described information 
was the only input given to test the 
disaster preparedness readiness 
plans of the Naval Hospital Whid- 
bey Island, Whidbey General Hos- 
pital, Naval Air Station Whidbey, 
and the township of Oak Harbor. 

Shrouded in a cloak of secrecy, a 
plan had been formulated to test the 
disaster preparedness readiness 
plans of both the civilian and mili- 
tary communities of Oak Harbor. 
Through the auspices of the Oak 
Harbor Mayor's Office, a select 
group of civilian and military per- 
sonnel set the stage for the imple- 
mentation of the drill. It had been 
agreed that the time and place of 
the drill would be confidential and 
that the drill would utilize the re- 
sources of both communities. 



Background 

A total of 31 military personnel 
reported for a ' 'work party, ' ' having 
no idea what lay in store. Two hours 
prior to the scheduled commence- 
ment of the drill, these "victims" 
were outfitted in moulage wounds 
to simulate actual casualties and 
coached on the roles they were 
about to play. Their instructions in- 
cluded moaning, screaming, and 
acting out the part commensurate 
with their "injuries." 



At 1259 hours, a bus arrived at 
the Methodist churchyard in down- 
town Oak Harbor and the "vic- 
tims" were spread throughout the 
area. One minute later, a phone call 
was placed to the Oak Harbor Police 
Department informing them that a 
simulated plane crash had occurred 
with many casualties and a great 
deal of wreckage at the churchyard 
location. It was emphasized that 
this was a drill. 

The first to arrive on the scene 
was an Oak Harbor Police officer. 
He verified the situation and noti- 
fied his dispatcher. Within two 
minutes, road blocks had been 
established, fire-fighting equip- 
ment was on the way, and both the 
naval and civilian hospitals were 
notified that a disaster had oc- 




Patients acquire their injuries via a 
moulage kit. 



curred. Both hospitals immediately 
dispatched ambulances to the 
scene. The on-scene commander at 
the disaster site requested and re- 
ceived military security and fire 
department backup units. Through 
the use of civilian and military 
vehicles on the scene, a mobile com- 
mand communication center was 
established. Triaging of patients 
evolved within minutes after the 
drill began as both military and 
civilian emergency medical techni- 
cians worked side by side to deter- 
mine the priorities of the injuries 
and arrange for transportation of 
the emergent patients. Civil De- 
fense personnel ascertained the 
availability of bulldozers, cranes, 
and other heavy equipment in the 
event it may have been necessary to 
extricate victims from the wreckage. 
Vital personnel were recalled and 
both hospitals immediately launch- 
ed into the respective internal disas- 
ter preparedness readiness plans. 
This all occurred simultaneously 
within 15 minutes. 

As each hospital began to receive 
casualties, and it became apparent 
that additional transportation from 
the crash site to the hospitals would 
be required, a request went out for 
a Search and Rescue helicopter 
from Naval Air Station Whidbey. 
The copter then picked up several 
patients who had been evacuated 
from the crash site to a nearby foot- 
ball field. In a test of their 
helicopter recovery techniques, 
SAR then delivered these patients 
to both hospitals. 
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Crash "victims" await medical evacua- 
tion. 



The drill, secured two hours and 
45 minutes after its activation, 
was the first time both military and 
civilian agencies of this area had 
pooled their resources to handle 
such a disaster. Each participating 
agency provided input for a central- 
ized operational critique. The fol- 
lowing are the lessons learned from 
this invaluable exercise: 

• Communications — A common 
net which would enable both civilian 
and military personnel to communi- 
cate is paramount. The present 
system does not allow civilian and 
military ambulance crews to speak 
with their counterparts because of 
frequency differences. A suggested 
mode is the utilization of HEAR/ 
EMS communication frequencies. 

• Uniform Casualty Identification 
Tag — There existed a need to have 
one common casualty identification 
tag which could be used by both the 



civilian and military communities at 
the on-site triage area. A suggested 
method is a tagging system which 
color codes emergent casualties and 
their priority of transportation. This 
system appears extremely promis- 
ing and, if approved by both 
agencies, would be uniformly 
adopted by all their emergency 
vehicles. 

• On-scene Commander — At the 
crash site, there was confusion in 
identifying the authority in charge 
of overall operations. A definite 
need existed for some form of im- 
mediate and obvious identification. 
A suggested mode of immediate 
identification would be the wearing 
of an obvious vest and/or cap de- 
noting "On-Scene Commander." 

• Medical Response Team — It 
was noted that as emergency vehi- 
cles were loaded with patients and 
dispatched from the scene, a lack of 



medical personnel and materials 
existed. A suggested remedy to this 
dilemma would be a permanent 
team of medical personnel and 
materials that could be dispatched 
to the emergency site during the 
initial phase of the disaster. This 
team would triage patients on-site, 
transport by priority, and provide a 
liaison between the military and 
civilian hospitals. 

In summary, this disaster drill, 
conducted in conjunction with our 
civilian counterparts, assessed and 
evaluated our joint responsiveness 
and resource availabilities. Though 
not flawless, it did provide an in- 
valuable training too) and greatly 
enhanced both communities' abili- 
ties to respond to a potential 
disaster. 

— Story by IT Francis J. Hughes, MSC, 
USN. Photos by PHI Dennis Brockschmit, 
USN. 



Volume 71, January 1980 



EDUCATION & TRAINING 



What's Happening to Navy Psychiatric 
Technical Training 



LCDR David Emerson, NC, USN 



Neuropsychiatric technicians in the Navy have been, 
and will continue to be, invaluable in the care and treat- 
ment of psychiatric patients. Their services are of para- 
mount importance in the management of our psychiat- 
ric facilities. As with all of us, their true value is molded 
by their training. 

In 1976 the Navy and Army joined resources at the 
Army's Academy of Health Sciences, Fort Sam Hous- 
ton, Tex., to prepare psychiatric specialists and techni- 
cians needed by both services. In May 1976, the first 
Navy students began the course at the Academy of 
Health Sciences, and since that time, 353 have com- 
pleted the 12-week program. The average complement 
is 20 Navy students per class. 

The Academy of Health Sciences, AHS, as it is com- 
monly called, is located on the premises of Fort Sam 
Houston, San Antonio, Tex., and is the largest allied 
health school in the free world in terms of annual 
student output. The usual daily student population is in 
excess of 5,000. This institution is affiliated with three 
colleges, three universities, and over 30 civilian and 
other governmental agencies. Two fully accredited 
master's degree programs are offered here in conjunc- 
tion with Baylor University, one in health care adminis- 
tration and the other in physical therapy. The Academy 
of Health Sciences is a Army facility, but its faculty and 
students come from all the military services. The 
faculty is a superb collection of hand-picked personnel, 
in all medical disciplines, many of whom are prepared 
at the Ph.D. level. In total, there are 102 medically 
oriented courses taught by a staff and faculty of over 
2,000 officers, enlisted, and civilians. 

The Psychiatric Specialist's Course is designed to 
prepare enlisted men and women to assist with the total 



LCDR Emerson is now attending the University of Texas for gradu- 
ate studies. 



nursing care of psychiatric patients. This course is 
divided into two phases. The first six-week didactic 
phase is presented at the Academy. The second six 
weeks is in clinical, applicatory training, and is pro- 
vided for Navy students at NRMC Oakland, Calif., and 
NRMC Portsmouth, Va. Army students remain at Fort 
Sam Houston, Tex., and receive their clinical experi- 
ence at several hospitals in the San Antonio vicinity. 

Administratively, the Navy students at the Academy 
of Health Sciences are assigned to an established de- 
tachment of the Naval School of Health Sciences. A 
Navy officer-in- charge and staff arc present to assist 
with all administrative problems which may arise. 
Many unique situations occur here for the new hospital 
corpsman. For many, it is the first time they have en- 
countered the different language and customs of 
another branch of service. For most, it is an exciting 
opportunity. But some find it a confusing, frustrating 
enigma. It is for this latter group that the NSHS detach- 
ment is able to be especially helpful by providing a 
Navy setting with customs and a language immediately 
understood, therefore, enabling students to better cope 
with their frustrations. 

The students do not have to rely entirely on the Navy 
detachment for help and support. A Navy Nurse Corps 
officer and a Navy Psychiatric Technician petty officer 
are on the faculty of the Psychiatric Technician's 
Course. They are responsible for insuring that the Navy 
needs are met within the curriculum, instructing in the 
classroom, and providing Navy students with appro- 
priate guidance and counseling. 

The Phase I didactic instruction assists the student in 
acquiring sufficient knowledge and understanding of 
psychiatric illnesses. This enables him or her to work 
with psychiatric patients at a beginning skill level. 
Instruction is provided in human development, psy- 
chopathology, psychiatric nursing, and psychiatric 
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therapy techniques. The approach used in each of these 
areas is deliberately general, enabling easier adjust- 
ment to what techniques may be encountered in various 
hospital settings. 

In the Phase II the applicatory phase, the student has 
an opportunity to apply the classroom principles to the 
actual care of patients. As in Phase I, a full-time psy- 
chiatric Nurse Corps officer and an experienced Psy- 
chiatric Technician offer help, feedback, and guidance 
to each student. Also, while at Oakland or Portsmouth, 
students become acquainted with specific patient care 
and administrative techniques utilized by the Navy. 
Upon successful completion of the 12 weeks of training, 
students are awarded the Navy NEC-HM 8485. 

Candidates considering application for the Psychiat- 
ric Technician's rating and this "C" school course of 
instruction must have completed Basic Hospital Corps 
School and preferably gained confidence and experi- 
ence through general duty. In addition, the student 
cannot have a history of disabling emotional or mental 
disorders. The student should also recognize the im- 



portance of his own attitude and personal values as they 
relate to interaction with patients. 

To be an effective Psychiatric Technician requires a 
high degree of sincerity, attentiveness, and depend- 
ability. Good reasoning ability, verbal ability, adapta- 
bility and, most of all, good judgment, are essential 
skills in implementing the care and treatment required 
by psychiatric patients. 

Another important element is as essential as the 
basic training program in the development of capable, 
confident NP Technicians. This is the help, guidance, 
and support the young corpsman receives at his/her 
first duty station. It is necessary that orientation pro- 
grams support and build on the training program which 
the new graduate has completed. Every effort should 
be made by the staff at that first duty station to be 
familiar with what is presented in the basic course and 
to augment that basic training as they orient the new 
Psychiatric Technician. When this is done, further 
training and teaching will upgrade the technician's 
performance and enhance the quality of patient care. 



National Patterns of Psychoactive Drug Use 



In the past few years, the pre- 
scription and use of psychoactive 
agents have been increasingly 
questioned. Arguments have 
been advanced that the United 
States is a uniquely overmedi- 
cated society, that permissive 
use of psychotherapeutic drugs 
bodes a weakening of traditional 
moral strength of character and 
that physicians are contributing 
to the problem through over- 
prescribing. 

A series of articles based on 
large-scale studies sponsored by 
the Psychopharmacology Re- 
search Branch of the National 
Institute of Mental Health 
(NIMH) has appeared in the 
medical literature from 1972 
through the present. These 
papers taken together provide a 
comprehensive basis for a ra- 
tional evaluation of current pa- 
tient usage and medical practices 



regarding psychoactive drugs 
versus alternatives such as non- 
drug use, alcohol and over-the- 
counter medications. 

The general conclusions of 
these studies suggest that: 

• use of psychoactive agents 
in the United States is neither 
unique nor atypical — in fact, the 
U.S. ranks fifth to seventh in 
usage amongst the 10 Western 
European countries surveyed 

• physician prescribing habits 
are largely conservative — even 
cautious 

• the American public has 
considerable reservations con- 
cerning the use of psychoactive 
medications 

• use of these prescription 
agents may actually serve as 
alternatives to more harmful 
nonmedical solutions to the prob- 
lem of emotional distress 



Recently, Dr. Leo Hollister put 
the issue in proper perspective 
when he wrote: "The proper 
use of psychotherapeutic drugs is 
not to be measured by how many 
people use them, or how often, 
but under what circumstances 
and with what effects. The pru- 
dent use of psychotherapeutic 
drugs demands the same skills 
required for the use of any other 
type of drug: proper diagnosis, 
proper selection of drug, proper 
doses and dosage schedules, and 
careful clinical followup. If these 
conditions are met, one need not 
worry about whether patients are 
getting too much or too few of 
these drugs."* 

— Reprinted with permission of Roche 
Laboratories 



* Hollister LE: JAMA 234:942-947, Dec 
1975 
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The Robert E. Peary's whaleboat enroute to investigate the 
refugee vessel in distress. 



Rescue in the 
South China Sea 

LT Richard S. Herdener, MC, USNR 



Since President Carter announced on 19 July 1979 that 
U.S. Navy ships would actively seek and rescue Viet- 
namese refugees on the high seas, hardly a week has 
passed without some nationally publicized report of 
such an encounter and rescue. Usually these have been 
rescues of some handful or few dozen "boat people" at 
a time. In early May, prior to the President's announce- 
ment, occurred the rescue of the largest number of 
refugees by a single U.S. Navy vessel, when the USS 
Robert E. Peary (FF-1073) plucked approximately 440 
refugees from almost certain death some 80 miles off 
the Malaysian coast. 

On 5 May 1979, LTJG William Bevil, the officer of 
the deck, spotted a 55-foot fishing boat, carpeted from 
bow to stern with people. A man was signaling the 
international distress sign by semaphore. The Peary's 
CO, CDR Bill Mathis, directed Bevil to heave to near 
the boat and sent the motor whaleboat out to investi- 



Dr. Herdener is presently stationed at NRMC Pearl Harbor, Hi. 
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gate, commanded by the XO, LCDR Larry Eggleston, 
who had Vietnam war experience. As squadron medical 
officer, I went along to evaluate and offer any medical 
assistance possible. Once alongside, it became obvious 
that no significant contribution could be made from the 
whaleboat. The refugees were literally jammed in every 
available space. Most showed signs of exposure and 
dehydration. After a brief interview through a few 
English-speaking Vietnamese, it was discovered that 
they were out of food and water and their engine was 
disabled. They were towed alongside and Peary's engi- 
neers went to work assessing their engine trouble while 
the Mess Management Specialists began cooking lunch 
for 450 extra guests. Over 250 gallons of fresh water 
and 300 lbs of food were initially given for resumption 
of their journey. Since they had embarked from 
Vietnam five days earlier the refugees had allegedly 
been boarded repeatedly by coastal pirates who stole 
their food, water, jewelry, gold, and navigational aids. 
During the long wait while the Peary's engineers evalu- 
ated and worked on the engine, the sweltering sun 
began to take its toll despite Peary's maneuvering to 
keep the boat in the shade. I made repeated visits to the 
boat to evaluate individuals who had had syncopal 




episodes from the heat. In the crowded conditions, the 
best that could be done was to ascertain whether the 
patient was stable and render whatever first aid possi- 
ble. At that time we were under strict instructions to 
render all aid and assistance feasible but not embark 
anyone unless it was a life or death situation. These 
"house" calls continued well into the night as the 
drama of what to do with the boat people continued. 

Feelings ran high and mixed. Many "Nam" veterans 
among the officers and crew had an initial suspicious 
attitude, but after observing the miserable condition of 
the refugees hour after hour alongside, it eventually 
became apparent that what needed to be done was to 
take them aboard. After 17 hours of dedication, the 
engineers declared the dilapidated, old engine irrepa- 
rable. This was forwarded to Commander, 7th Fleet. 
Then began another wait to hear approval for what we 
felt to be the obvious next step. Spontaneously, the 
crew began to prepare for our guests. Shower and toilet 
facilities were set up on the fantail. An awning was set 
up on the flight deck to house the refugees. The corps- 
men, HM1 Jim Curry and HM3 Cliff Chanco, created a 
makeshift hospital in the helo hanger bringing up antic- 
ipated supplies from sick bay and blanketing off a 
"cot" area for a ward. 

Finally in the early hours of 6 May, CDR William 
Mathis, skipper of the Peary, received authorization 
from RADM Sinclair, Commander TF75, to take 
whatever steps necessary to insure the safety of the 
refugees. Mathis decided that since it was dark and the 
people were already bedded down for the night it would 
be safer to board them at first light — a few hours away. 
The balance of the night was uneventful save for 
several house calls. 

At dawn the refugees were embarked by families. It 
went surprisingly smoothly. All clothing and personal 
effects were examined on the quarterdeck and weapons 
and medicinals confiscated. A medical triage area was 
set up on the quarterdeck and through an English- 
speaking interpreter, HM3 Chanco and I evaluated 
those with specific complaints. Those requiring further 
immediate care were sent to the helo hangar hospital 
where HM1 Curry either admitted or treated the 
patient. The rest were given blankets and directed to 
the helo deck to bed down and rest. 

About eight were hospitalized that day, mainly for 
exhaustion and dehydration. Four required IV supple- 
mentation for hypovolemia. Once the patients could 



LT Herdener with newborn. Patches are to protect the in- 
fant's eyes from the incubator's ultraviolet lights. 
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tolerate oral fluids or food they were discharged to the 
care of family. Thus by nightfall, after 12 hours rest, 
two meals, and water, the Robert E. Peary "hospital" 
quickly emptied out. 

Two women were in their ninth month of pregnancy. 
One was due at any time. She eventually delivered on 
board the USS Tarawa (LHA-1). Only four patients 
required further care: A 24-year-old Vietnamese girl 
with dysentery and intractable vomiting, a man with 
psychosis who kept hallucinating and required seda- 
tion, and a newborn and his mother. The girl required 
continual vigorous volume replacement for her dysen- 
tery and hypotension but gradually improved by the 
time of her transfer four days later. The psychotic pa- 
tient improved by the following day and was discharged 
to his family. 

The baby had been born on the refugee boat at sea 
two days before they were encountered. Although 
vigorous and feeding well, it had a low grade tempera- 
ture and jaundice of the new born. Without being able 
to ascertain the baby's bilirubin, I decided to treat him 
empirically by putting him under ultraviolet light in a 
small cardboard box we had designed into an incubator. 
The box was heated with a 25 watt bulb and the tem- 
perature controlled with vents. Thus was established 
the Robert E. Peary's Neonatal Intensive Care Unit. 
The baby continued to do well and had gained six 
ounces by the time he left the Peary. The baby's mother 
had reported a difficult delivery on the boat and didn't 
feel as though her placenta had completely passed. She 
also had a low grade temperature and a mildly tender 
uterus. I decided to do a pelvic to ascertain whether she 
was developing endometritis. I thanked God for my 
Ob-Gyn internship background and only wished I had 
the stirrups which the XO had jokingly promised me for 
sick bay. Her exam was unimpressive for endometritis 
and I decided to withhold antibiotics. Within the next 
two days her fever subsided and she improved on Peary 
food and water. The mother was right, however. She 
continued to bleed and eventually required a D&C for 
retained products of conception. 

Surprisingly, the incredible soon became work-a-day. 
The following day, 7 May, we set up an outpatient clinic 
and began treating a variety of problems typical of any 
mixed population: otitis, upper respiratory infections, 
gastroenteritis, heat rash, various abrasions, and minor 
burns. We logged over 90 outpatient visits over the 
next three days the refugees were aboard. 

The most challenging problem turned out to be deal- 
ing with children's fevers. The Vietnamese didn't un- 
derstand the notion of repeating medications on a pre- 
scribed basis so we had to repeatedly treat the small 
children. Only adult five grain aspirin was available 



which had to be cut up in approximate doses for the 
children. Between this and sponge baths we were able 
to keep the fevers under control. We lacked any anti- 
biotic suspensions for children. Luckily only one otitis 
media was uncovered in a child old enough to take anti- 
biotics by capsule. 

A continual problem was heat rash. A plea to the 
crew and ship's store turned up ample talc which was 
administered in plastic pill containers with holes 
punched in the top. Gradually, the covered living area, 
availability of water for bathing, and the talc resulted 
in a clearing of the heat rash problem only to reveal a 
youngster who actually had had the measles all along. 
One of the most refreshing aspects of the refugee 
experience was the positive response of the Peary crew. 
In the hours awaiting permission to embark the 
refugees, the medical department was inundated with 
offers to help with setting up the examination and 
"hospital" areas. When the refugees were aboard, the 
corpsmen and I had to spend much of our time attend- 
ing the hospitalized patients. We had numerous HM 
"strikers" who were invaluable in keeping the outpa- 
tient clinic running smoothly. Under supervision, they 
took brief histories and vital signs, cleansed and 
dressed wounds, and sponged bathed the febrile chil- 
dren. Universally, they enjoyed their experience and I 
would not be surprised to see a few of them truly strik- 
ing for hospital corpsman soon. 

HM1 Curry and HM3 Chanco, through their constant 
vigilance and dedication to the service of the refugees, 
again demonstrated why Navy corpsmen are heralded 
worldwide for their excellence in medical care. 

Even upon arrival in Thailand, the fate of our guests 
was uncertain. We were greeted by the international 
press and U.S. Embassy officials and were informed 
that, afterward, the refugees would be guaranteed re- 
settlement in the United States if they desired. 

The Peary had lost three days in her schedule and 
she was due within the week in Subic Bay, P.I. for a 
needed upkeep period prior to her return to Pearl 
Harbor. It was determined therefore to transfer the 
refugees to the USS Tarawa (LHA-1) for further medical 
treatment and U.S. Embassy processing prior to their 
debarkation in Thailand. 

The crew again was filled with mixed emotions of 
relief and sadness as they gazed down on their refugees 
— this time comfortably filling two of Tarawa's mike 
boats for transfer. There was relief that a 96-hour 
ordeal was over and sadness that an incredible personal 
experience of generous humanitarian good will was 
ending. The "Refugee Encounter Ex 79," as we 
dubbed it, will long be remembered in sea stories and 
pictures within Peary's hull. 
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An Interview With Astronaut Joe Kerwin 



Last month, U. S. NAVY MEDICINE 
ran part I of a recent interview with 
NASA Astronaut Joseph P. Kerwin, 
MC, USN. Dr. Kerwin described 
events leading to the dramatic 
rescue of the stricken Skylab space 
station and discussed some of the 
medical aspects of space flight. 

What is the relationship between 
weightlessness and the loss of body 
calcium? 

The bones do, in fact, begin to go 
negative in calcium balance after a 
week or two of weightlessness. The 
body loses a small fraction — a few 
hundred milligrams a day of cal- 
cium. The crew on the three-month 
mission had an average loss of 
about six percent of their total body 
calcium. It's a straight line function. 
We don't see any tendency for that 
to level out but I think that is be- 
cause we haven't flown long enough 
yet. The turnover of calcium from 
the bone pool to the body pool is a 
very slow thing. I suspect that when 
we've flown six months, we'll see 
people stabilize at 10 or 15 percent 
less body calcium. 

The Soviets, then, haven't given 
as any calcium data from their long 
duration flights? 

No. We'll get that information in 
dribs and drabs over a period of 
three, four, or five years — when 
they figure we're about to find out 
ourselves. In the meantime, we get 
generalities from them. The two 
communities do talk to each other 
but we never get as much detail as 
we'd like to. 

Calcium balance is touted by 
some people as a potentially serious 
problem for Mars missions and 
truly long duration flights of a year 
or more. 



My persona] guess is that it's not 
going to be a problem. It too will 
find an equilibrium. But we will 
have to fly for a year before we 
know that. 

Once you return to earth, is there 
a problem in replacing calcium loss? 

Let me make one overall state- 
ment about the way we've con- 
ducted medical research up till now. 
We have not attempted significant 
countermeasures to things like cal- 
cium loss because we wanted to find 
out what the natural body does in 
adapting to weightlessness. The 
only compromise we made was in 
the field of exercise. Muscles you 
don't use atrophy rather rapidly. 
I'm talking about the leg muscles 
and the back muscles — the big, 
weight-bearing, gravity-fighting 
muscles of the body. Our 28-day 
crew exercised daily on a bicycle, 
strapped to the pedals so we 
wouldn't float away. But we didn't 
exercise hard — 15 or 20 minutes a 
day. We found that we could ride 
the bike but that was about all we 
could do. We'd lost walking, climb- 
ing, running muscles. Our calves 
and thighs were very much smaller 
in circumference, from four to five 
centimeters. We were pretty weak 
and unsteady when we got back for 
a few days. At that point, we de- 
cided to increase the dietary allow- 
ance of the crew in flight because 
we'd been on a constant calory diet 
for purposes of our intake and out- 
put study. We had been kept to this 
rather low-calory diet. After the 
first flight, we decided to give the 
crews more to eat and make them 
exercise harder to keep those 
muscles in shape. We devised other 
means of exercising besides the 
bicycle which stressed the right 
muscles in the right way. 



The third crew, which stayed up 
three times as long as we did, had 
less weight loss and more muscle 
strength than the first 28-day crew. 
Exercise worked. 

How did the regimen change? 

They used the bicycle twice as 
much as we did. But they also 
added two things. One was an 
"Exergym," one of those small, 
personal exercise devices that con- 
sists of a cylinder and some ropes 
and hooks. You essentially pull and 
push against resistance — isotonic 
exercises. We bought a couple of 
those and shipped them up with the 
second crew. They used them but 
they didn't help enough. So one of 
the our resident geniuses invented a 
poor man's treadmill. What you 
really need, he thought, was the 
weightless equivalent of jogging. 
You need to get compression forces 
on the long bones and exercise the 
extensor muscles of the legs in a 
way that a bicycle doesn't. He built 
a strip of slippery Teflon about 
three by two feet. The men would 
remove their shoes and use the de- 
vice with just their socks on. It had 
bungies and a waist belt. They put 
on the waist belt, fastened the 
spring bungies to holes in the floor, 
which compressed their feet down 
against the Teflon with about 150 
pounds of force. They would lean at 
a 30 degree angle, grab a handle so 
they would't fall down, and then 
jog. Their feet would slip over the 
Teflon. It was similar to running on 
a treadmill. They did that virtually 
on a daily basis for 10 to 15 minutes 
in addition to the bicycle and the 
isotonics and they came back 
stronger in some extremities than 
before they were launched. 

Exercise is definitely the answer 
to muscle atrophy, but as to what's 
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Skylab Medical Supplies 




Top Left — Laboratory Equipment 
Bottom Left — Medications Module 



Top Right— Dental Kit 
Bottom Right — Therapeutic Kit 
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a good countermeasure to calcium 
deficiency, we don't know yet be- 
cause we haven't tried. We could 
alter the amount of calcium in the 
diet, or alter the calcium to phos- 
phorous ratio. You could add vita- 
min D, use parathyroid hormones 
gingerly — we're a little cautious 
about fooling around with hormone 
balance — but there are things that 
can be used as countermeasures as 
the flights get longer. 

The last resort would be artificial 
gravity. We could build the long 
duration spacecraft like a dumbbell 
with the living quarters at both ends 
and the skinny corrider in between. 
We could then twirl it like a baton 
and create centrifugal force or artifi- 
cial gravity in the living quarters. 
We don't really want to do it be- 
cause it's a complex system to 



engineer and really, why bother? 
Weightlessness is one of the price- 
less commodities for experiments 
and you hate to ruin it by rotating 
the whole spacecraft. You have cer- 
tain disadvantages. You can't pour 
milk from a bottle into a glass and 
drink it; you have to squeeze it from 
a bag. But this is a minor thing. You 
can learn to housekeep at zero G 
with a few days or a week's experi- 
ence. Then it's so much fun to float 
around like Peter Pan in space. And 
it's very convenient. If this room 
were at zero G, we could put two 
more people in it because we could 
put a desk up there and a desk up 
there on the ceiling and use the 
volume. That's the way we de- 
signed Skylab. We had work sta- 
tions all over the place. You'd be 
working here and your buddy, who 



was upside down, would be working 
up there. 

What were the Series 70 experi- 
ments? 

This included the intake and 
output study — the calcium, nitro- 
gen, electrolyte, and caloric bal- 
ance. We measured everything that 
went in and came out. The losses of 
electrolytes are not disturbing and 
are simply proportional to weight 
loss. There are still some unex- 
plained hormonal changes that in- 
dicate kidney function is in some 
way altered. We don't know wheth- 
er it's a altered because of pressure 
relationships in the arterial and 
venous blood or for some other 
reason. We don't know if there is 
such a thing as "stress" that is in 
fact releasing adrenal hormones 



10 



U.S. Navy Medicine 



which cause aldosterone, renin, and 
all those things to change. Again, 
I'm not concerned because there 
were no clinical effects. 

We had several cardiovascular 
experiments. One used lower body 
negative pressure. This was a 
simple way of simulating gravity as 
far as the heart and blood vessels 
are concerned. You take a garbage 
can with a hole at the top, slide into 
it feet first until you're in it up to the 
waist. You then wrap a rubber seal 
around your waist and attach a 
vacuum line to the garbage can and 
remove the air. The negative pres- 
sure on the lower half of the body 
pulls and pools blood in the body's 
lower half as it does when you're 
standing upright in normal gravity. 
The heart now has less blood to 
work with so it must work harder. 
What you are simulating is the 
physiologic state of the individual 
after reentry. By varying the 
amount of negative pressure by the 
amount of air you pump out of the 
garbage can, you can simulate the 
effect of gravity. You measure the 
amount of pooling you get by very 
accurately measuring the increase 
in the circumference of the legs and 
then you look at the physiological 
response. How high does the heart 
rate go, what happens to blood 
pressure, does anybody pass out? 
That test was one way of simulating 
the readaptability to gravity. The 
first few tests concerned us because 
we were getting a much more 
dramatic response than we got on 
the ground. The effect of losing the 
blood was very obvious. But we 
found out from this test that this 
doesn't change over a period of 
time. As I say, that's a quick adapt- 
ing mechanism. You lose so much 
and you don't lose any more. That 
gave us confidence that on long 
missions we would be able to bring 
the crew back without any problem. 

We also did metabolic rate test- 
ing on the bicycle. We measured 



not only heart rate and blood pres- 
sure but also oxygen consumption 
and carbon dioxide production. 

We also discovered that one's 
ability to exercise was unimpaired 
as long as you didn't allow the 
muscles to atrophy. This gives us 
confidence that crews can do heavy 
work at zero G. They can go EVA 
and construct space platforms or 
solar-powered stations etc. Just 
keep them working, give them 
enough to eat, and they will be fine. 

These were relatively crude ex- 
periments and the changes, I think, 
were profound considering the short 
period we were up there and the 
maturity of the organisms. I think 
the next step is to begin to look at 
the details in animals. Take man- 
mals — mice, rats, guinea pigs, 
animals with short reproductive 
spans — and observe whole genera- 
tions born, raised, reproducing, and 
dying in weightlessness. I think 
we'll see changes in mammalian 
physiology that will make our eyes 
pop. I think we'll learn a lot about 
how embryonic maturation is af- 
fected by gravity. The bones may 
never calcify at all. The shapes, the 
muscle patterns, the nervous sys- 
tem responses, the balance mecha- 
nisms, and muscular reflexes may 
be totally different. We may, of 
course, be raising animals that are 
incapable of living in normal grav- 
ity. I'm not sure we'd ever want to 
do that with humans. But as a fun- 
damental experiment in how living 
matter operates, there are a lot of 
opportunities. This, no doubt, is one 
of the directions we will be going in 
the next 10 or 15 years. Besides 
that, we will be preparing to do 
bigger and better things in space 
with humans such as construction of 
space stations and eventually inter- 
planetary travel. All this implies 
that clinical medicine in weightless- 
ness will have to be developed. We 
will have to learn to build dispen- 
saries and hospitals, how to operate 



them in a weightless environment. 
But this may be primarily an engi- 
neering problem. 

Speaking of the clinical aspects of 
space flight, what did you run into 
during your Sky lab mission? 

We were very fortunate. We had 
very few injuries and illnesses. It's 
a very healthy environment. I was 
prepared to totally manage minor 
injuries and illnesses and stabilize 
major problems. I had intravenous 
fluids, drugs, a minor surgery kit 
for suturing, hemostasis, and I had 
a fundamental lab capability. I 
could even do cardiopulmonary 
resuscitation if it were necessary. 
That part of the kit was never used. 
We had a few headaches, one case 
of fluid in the middle ear due to 
pressure change, a foreign body in 
the eye, and a dislocated finger 
which popped itself right back in, 
and that was it. 

You were looking at the effects of 
orbital frequency on sleep patterns. 
Was this an experiment? 

No it wasn't. We had so many 
variables already that we didn't 
want to vary the sleep -wake cycle of 
the crew additionally and throw all 
our other hormone measurements 
off. So we decided that we would 
get up at 6:00 in the morning Hous- 
ton time and go to bed at 10:00 at 
night Houston time regardless of 
whether it was light or dark outside. 
We ignored the 90-minute day- 
night cycle that you get in a low 
earth orbit. We essentially stayed 
on a 24-hour Houston work-rest 
cycle and eliminated that as a 
variable. 

How did you find sleeping in 
space? Could you get along with 
less sleep? 

The average duration of sleep is 
about a half hour less than on the 
ground. Subjectively, I would say 
that sleep is lighter and that you are 
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more easily wakened and disturbed. 
The electroencephalogram showed 
that our percentages of time spent 
in the various stages of sleep in- 
cluding deep sleep was about the 
same. The pattern varied some- 
what, but on average it was about 
the same as it was on the ground. I 
think the reason we woke up more 
often was just the strangeness of 
the environment and the fact that 
any little noise is a different noise 
and tends to wake you up. 

On your Skylab mission, did low 
humidity lead to any dermatological 
problems? 

Yes. We had a very dry space- 
craft. It was, of course, much 
warmer than it was designed to be. 
The air circulation went from a fan 
through the cabin where it picked 
up moisture from perspiration and 
carbon dioxide, then passed 
through a cooling system which con- 
densed out that moisture. So the air 
was constantly being dried as it 
passed through the environmental 
control system. We had a very clean 
spacecraft with no bacterial or mold 
growth anywhere. As for personal 
bacterial growth or dermatological 
problems, we did have a few cases 
of dry skin and flaking. Some crew- 
members developed a few boils, but 
nothing serious enough to require 
treatment. And that was it. 

We did bacterialogical studies 
pre-flight, inflight, and post-flight. 
We took swab samples from the 
throat, various points on the skin, 
etc. and characterized the bacterial 
flora of each individual. How many 
species did he carry up with him, 
how many did he carry back? We 
found what had been predicted that 
some of the species that we had on 
launch weren't there after reentry. 
Presumably, these species are not 
hardy enough to remain in being on 
or in the body without being re- 
freshed from the ambient air or soil 
etc. There were fewer bacterial 




Lying in the lower body pressure device, Dr. Kerwin is helped with the blood pres- 
sure cuff by Astronaut Paul Weitz. The purpose of this experiment was to provide 
information concerning the time course cardiovascular adaptation during flight, to 
provide in-flight data for predicting the degree of orthostatic intolerance, and 
impairment of physical capacity to be expected upon return to Earth environment. 
Data collected included blood pressure, heart rate, body temperature, vectorcar- 
diogram, leg volume changes, and body weight. 



species but certain species over- 
grew. Staph was the number one 
example. We also noticed that bac- 
teria found pre-flight on one individ- 
ual might be found post-flight on all 
three, hi the very long run this 
could spell trouble. You might find 
bacteria that were essential parts of 
your flora — certainly intestinal bac- 
teria — which are required, might 
die out and the individual might run 



into a dysentery problem. We might 
also find that in the absence of 
normal species on the skin and the 
throat that abnormal species like 
staph might overgrow and begin to 
cause clinically significant problems 
on very long duration flights. It's 
been suggested that on such flights 
you would carry along a supply of 
bacteria and that every now and 
then you would pop a capsule con- 
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taining lactobacillus or smear the 
skin with something containing 
normal soil type aerobes that are 
part of your normal floral popula- 
tion. 

Yod mentioned earlier that radia- 
tion had begun to fog your film after 
several weeks. How did radiation, 
in general, affect the crew? 

Radiation didn't affect the crew at 
all. The largest radiation dose which 
the third crew sustained was be- 
tween two and three rems, and con- 
sidering that that's the dose you get 
from a series of GI x-rays, it's not a 
great deal. The film is more sensi- 
tive in that respect than human 
beings are. Some of our high speed 
films began to get a little back- 
ground fog. 

Even through the lead shielding 
of the film vault? 

Yes. Our rule was that even the 
cameras we used for out the window 
or interior pictures had to go back in 
the film vault every night to protect 
the film. But there were no human 



effects. On long duration missions 
cumulative radiation might become 
a problem and in particular on mis- 
sions to the Moon we had a problem 
with acute high doses of radiation 
due to solar flares. In low earth orbit 
you are protected by the Earth's 
magnetic field. The high energy 
particles are mostly diverted into 
the Van Allen belts. When you are 
outside the magnetic field of the 
Earth, such as the surface of the 
Moon, you are subject to 100, 150, 
or 200 rems of radiation within 
several hours, especially if a really 
massive solar flare spits a lot of 
particles toward the Earth. In the 
Apollo days we had quite a world- 
wide network of astronomers who 
were looking at the Sun and looking 
for changes and trying to give us 
several hours lead time on the major 
flares so we could hustle the crew 
off the Moon's surface and back into 
the command module which was 
heavily shielded in time. It was a 
risk to go to the Moon. In fact, we 
never had a big flare during a lunar 
mission. 




Dr. Kerwin strapped into his sleep restraint in the Skylab crew quarters. He wears 
a special cap containing biomedical instrumentation for the sleep monitoring ex- 
periment designed to evaluate quantity and quality of sleep. 



Are you subject to great risk just 
passing through the Van Allen 
belts? 

Yes, but you go through them so 
fast and you're inside a spacecraft 
so that the dose rates are but a frac- 
tion of a rem. 

One type of mission we are think- 
ing about flying is a geosynchronous 
mission. You would need to service 
those spacecraft or build solar 
power stations to convert sunlight 
into electrical power and beam it 
down to earth. This, by the way, is a 
project we're very excited about. 
The logical place to have spacecraft 
like that is in geosynchronous orbit 
because you will have one ground 
receiving station and you'll want the 
satellite to be overhead. This means 
a lot of manned work in construc- 
tion, maintenance, refurbishment, 
and repair in geosynchronous orbit. 
Unfortunately, this type of orbit 
happens to be right in the middle of 
the outer Van Allen belt. It's a high 
radiation environment, but it is low 
energy radiation, electrons that are 
low velocity and not very penetrat- 
ing. It doesn't take much shielding 
in the spacecraft to keep the crew 
safe. Even using the thin-walled 
Skylab, you would have a safe, 
90-day stay time in synchronous 
orbit before you reached your dose 
limit and had to return to Earth. But 
if you go EVA in a spacesuit, you 
could reach the limit in as little as 12 
hours. This tells us we can't do EVA 
in synchronous orbit the way we've 
been doing it in the past. We will 
probably have to design a little 
scooter with remote manipulator 
arms but which itself would shield 
the crew and allow the astronauts to 
do their work remotely. The only 
other option would be to build a 
shielded suit and I'm not sure this 
could be done while preserving the 
requisite mobility. 

— (In next month's concluding segment, 
Dr. Kerwin talks about the Space Shuttle and 
the future of space travel.) 



Volume 71, January 1980 



13 



Navy Readies Youth 
for Competition 



LTJG Daniel A. Wilbur, MSC, USNR 



In addition to the provision of medical care, the Navy 
Medical Department is often called upon to use its 
expertise in other areas. One such area is the qualifying 
of dependent youths for strenuous activities during the 
hot summer months. In June of last year, NRMC Camp 
Lejeune, N.C., was asked to assist in determining those 
dependent youths who were physically qualified to par- 
ticipate in competitive athletics. The NRMC, having 
responded to similar requests in the past, readily indi- 
cated a willingness to participate. 

Conditions were such at the time that it would not 
have been surprising to see such a complicated under- 
taking fail. The summer shortage of hospital personnel 
had already begun to plague the facility. If assistance 
could be provided, it became clear that it would have to 
be on a strictly volunteer basis due to the heavy work- 
load during regular duty hours. 

Coordination was turned over to the Outpatient Ad- 
ministrative Officer and the Outpatient Department 
Nursing Coordinator. With no knowledge of the ex- 
pected results, they placed an initial call for volunteers 
in the NRMC's "Plan of the Day." 

The response was surprising. Even those personnel 
without children of their own seemed more than willing 
to help. 

The physical exams were conducted on two consecu- 
tive Saturday mornings, allowing one day each for girls 
and boys. The high school's administrative offices 
became examining spaces and personnel became 
"screeners," "physical examiners," or simply main- 
tained patient flow. As it turned out, everyone, regard- 
less of their assignment, had a great deal of work to do. 

The athletic program at Lejeune High School had a 
significantly large participation and, consequently, the 
number of students needing physical exams was great. 
Therefore, the coordinators decided to structure patient 
flow to allow a large number of patients to be seen 
within a reasonable time (Table 1). After logging the 
student in, the initial screening data were taken and the 
student moved on to a physician's assistant (PA), or a 

LTJG Wilbur is Chief of Outpatient Administrative Services, 
NRMC Camp Lejeune. 



TABLE 1. Patient-Flow Diagram 




TABLE 2. Statistics 



Number Seen 


NRMC Referrals 


Male Students 92 


4 


Female Students 73 


31 


Total Students 165 


35 



TABLES. NRMC Referrals 











IM 








o 
5 


3 

i 




CO 


tt 


« 


E 




in 

a 


B 


a 

0) 


2 




g 


c 
'5 




t: 




3 


5 


c 


Rt 




o 


P- 


X 


X 


Male Referrals 





2 


1 


1 


Female Referrals 





31 









14 



U.S. Navy Medicine 



TABLE 4. Disqualifying Statistics 



Proteinuria 


Glucosuria 


Failure to Make 
Folio wup Appt. 
at NRMC 


Hyper- 
tension 


Males 
Females 







6 


1 




physician for the completion of the physical examina- 
tion. 

Those who coordinated the activity were interested in 
the number of students examined and the number of 
positive findings, if any, detected (Table 2). It is 
interesting to note that 43 percent of the females 
examined were referred as opposed to 4.3 percent of 
the males. The coordinators decided to look further into 
this obviously large disparity between the male and 
female athletic populations. Based on the lab data, 
students with the presence of glucose (Glucosuria) or 
protein (Proteinuria) in the urine were referred to the 
NRMC. Clinical criteria were also looked upon as 
potentially disqualifying factors, but Table 3 indicates 
that the majority of NRMC referrals were made on the 
basis of Proteinuria. 

It can be seen from Table 4 that out of 35 students 
referred, only one was disqualified on the basis of 
physical criteria. A total of six students were disquali- 
fied due to their failure to make the necessary followup 
appointments. Since no disqualifications were made on 
the basis of Proteinuria, it was concluded that the 
urinalysis test itself was ineffective in pointing out the 
problem population. There were several possible con- 
founding factors such as protein spillage secondary to 
pre-examination physical activity, contaminated speci- 
mens, or simply the general lack of controlled condi- 
tions. 

The overall efficiency of this volunteer undertaking is 
indicated in the calculated efficiency per student for the 
total time period as being 2.18 minutes per physical 
exam (Table 5). 

The 1979 Lejeune High School physical examination 
clinic was a representative example of cooperation be- 
tween NRMC Camp Lejeune and the dependent schools 
in preparing youth for athletic competition. The con- 
stant goal of the Navy is the maintenance of high 
quality standards in the delivery of health care to the 
Navy-Marine Corps family. The physical examination 
clinic was clearly an example of an individual com- 
manding officer and his command contributing to the 
attainment of this goal. 



TABLES 



Total Time for Both Days 6 hrs. 

Total Number of Physicals Done 165 

Total Time Per Physical 2.18 min. 

Total Number of NRMC Volunteers 28 




Commanding Officer CAPT James L. Hughes, MC, USN. 
examines a student. 
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Development of an Outpatient Medical 
Treatment Reporting System for 
Shipboard Use 



Lawrence A. Hermansen 

Allan P. Jones, Ph.D. 

LT Mark C. Butler. MSC, USNR 



An earlier report from the Naval Health Research Cen- 
ter^) noted the need for an updated shipboard medical 
reporting system to meet the increasing demand for 
accurate medical treatment information. Ideally, this 
system should be as responsive to the needs of medical 
administrators and policy-makers for long-term, broad- 
scope information as it is to the needs of health care 
providers, facility managers, and medical researchers 
for information about short-term morbidity trends or 
focused problem areas. Further, the reporting system 
should be precise, flexible, and, above all, easy to 
administer or use. 

No existing medical reporting system meets all of 
these requirements. Present patient care logs or indi- 
vidual health records contain sufficient detail about 
each treatment episode to reconstruct the health care 
history of an individual. Unfortunately, this detail 
makes such a system unwieldy for large-scale analyses 
or broad-scope planning purposes because vast 
amounts of data must be summarized by hand before 
trends are known or future projections can be made. 

The need for Navy-wide outpatient morbidity infor- 
mation is currently met by the Medical Services and 
Outpatient Morbidity Report (NAVMED 6300/1) which 
provides an overall summary for administrative pur- 
poses. This system is restricted in ability because it is 
not possible to pinpoint short-term fluctuations, and it 
cannot be used to identify particular occupational or 
demographic groups at high risk. 

The need for many types of morbidity information 
seems to provide ample justification for the presence of 
multiple reporting formats, each tailored to the users of 



Mr. Hermansen is a research psychologist at the Naval Health Re- 
search Center, San Diego, Calif. 92138. Dr. Jones is head of the Fleet 
Medicine Branch of NHRC San Diego. LT Butler is a research 
psychologist in the same branch. 



a particular kind of information. Ultimately, however, 
each system depends on the same basic unit of observa- 
tion, that is, a record of hands-on treatment provided at 
each patient visit. Thus, care must be taken that imple- 
mentation of new systems does not result in unneces- 
sary clerical demands on the ship's Medical Depart- 
ment Representatives (MDRs) at the cost of direct pa- 
tient care. The desire to reduce the recordkeeping load 
on shipboard medical department personnel and, at the 
same time, provide an illness reporting system 
responsive to the wide variety of existing demands for 
accurate medical treatment information led to the de- 
velopment of the system described below. 

A provisional reporting system that appears to meet 
these diverse demands has been in use on four amphib- 
ious assault ships for several months. This system is 
being used in lieu of other on-board illness reporting 
procedures for the current overseas deployment period. 
A single reporting form provides the information neces- 
sary for the individual treatment report, the MDR sick 
call log, and the monthly outpatient morbidity report 
(NAVMED 6300/1). The only additional reporting de- 
mands are those required in case of accidents or by 
agencies other than the Bureau of Medicine and Sur- 
gery. 

The Medical Treatment Report 

The heart of the system is the Medical Treatment 
Report, an optically scannable summary of the treat- 
ment provided at each visit to the ship's dispensary. 
This form (see Figure 1) summarizes the reason(s) 
(diagnosis) for each visit, the treatment(s) provided, 
and the final disposition for each patient seen by the 
corpsman or doctor on board. The form also provides 
data regarding the individual's occupation, paygrade, 
and workgroup (division). 

A separate form is completed for each visit. The 
original copy is forwarded to a central location for tabu- 
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lation. The second or carbon copy is retained in the 
ship's medical files. Those few steps, and a quick re- 
view to insure the completeness and accuracy of the 
information, fulfill the reporting demands for the indi- 
vidual corpsman. 

Because the form is designed for machine optical 
scanning, the completed information is readily avail- 
able for tabulation into any summary format desired. 
Focused summaries may be returned to the ships to 
assist the MDR in reviewing morbidity rates and antici- 
pating future health care needs. Similarly, the long- 
term information needs of the policy planner are as 
easily met. Thus, the need for a variety of reporting 
formats appears to be met by a single system that 
places minimal demands on the shipboard health care 
providers. 

How well does it work? With any new system, there 
is justifiable concern as to whether the promises of the 
design can be attained in an actual application. Thus, it 



appears useful to review the steps taken to implement 
this system, to describe reporting procedures from the 
time an individual appears at the door for treatment 
until the final summary report is filed, and to present 
examples of summary reports readily obtained from 
this system. 

Implementation 

In the early pilot stages, the steps required to im- 
plement the system were straightforward and simple. 
Upon authorization by the necessary commands, a 
short briefing was held with each ship's senior officers 
and medical department heads to explain the purpose 
of the proposed Medical Treatment Reporting System 
and its demands on the ship's company. Other than 
completion of the Medical Treatment Report (MTR), 
such demands were minimal. The ship's personnel of- 
fice was requested to provide an up-to-date roster that 
indicated each crew member's division assignment and 
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social security number and to forward to the Naval 
Health Research Center (NHRC) the ship's diary which 
is completed monthly and contains information on 
transfers to and from the ship. 

After the initial briefing to explain the purpose of the 
study to the ship's senior officers, a second briefing 
was scheduled with the entire medical department. At 
this time, detailed written and verbal instructions were 
given for use of the MTR. The NHRC briefing team 
answered any questions and requested that the written 
instructions be posted where they could be referred to 
easily if future questions arose. 



For the first two weeks, the Medical Treatment Re- 
porting System was used in addition to all other 
existing medical recordkeeping procedures. This over- 
lap was meant to insure accurate recordkeeping during 
the initial training phase and to provide a check on the 
accuracy of information provided by the MTR. A follow- 
up session after the first two weeks provided an oppor- 
tunity to resolve any problems and for NHRC research- 
ers to answer any questions about the form or its use. 
After this final instruction and briefing period, the 
previously used illness reporting procedures were sus- 
pended. 
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Use of the Medical Treatment Reporting System 

The actual use of the Medical Treatment Reporting 
System is straightforward. When an individual reports 
to the ship's medical facility for treatment, he is given 
the MTR and asked to fill in his name, social security 
number, rate, division assignment, and name of the 
ship. He is asked also to indicate the date and the 
number of previous visits for treatment of the same 
condition. Finally, if injured, he is asked to indicate 
whether the injury happened on or off duty and whether 
aboard ship or ashore. This portion of the form is 
normally completed by the patient while waiting to see 
the corpsman or doctor. 

The remainder of the form is completed by the corps- 
man or doctor providing treatment. By simply marking 
the appropriate boxes, the corpsman describes the 
reason(s) for the visit, the treatment(s) provided, and 
the disposition of the case. Spaces for write-in com- 
ments are provided to indicate unusual conditions or 
symptoms not otherwise covered and to describe the 
circumstances surrounding any injury or accidental 
trauma. 

The two copies of the completed form are then sepa- 
rated. The original is stored until the end of each month 
when it is mailed to the Naval Health Research Center. 
The second copy when filed by date in a loose-leaf 
binder provides medical department personnel with a 
detailed daily sick call log. The carbon copy may func- 
tion also as a shipboard accident report which is sensi- 
tive to patterns of minor occupational injuries that 
might not be evident with other reporting systems. For 
example, the MTR might help the corpsman detect 
patterns of minor injury which are not severe enough to 
require a normal accident report. 

At the end of each month, the corpsman collects the 
originals of the MTR, includes a brief form describing 
average monthly crew strength and the number of 
inoculations given, and forwards the package to the 
Naval Health Research Center. When the completed 
MTRs arrive at the Center, they are reviewed for com- 
pleteness of information. In addition, hand-written 
information is recoded into an optical scanning format. 
Once these preliminary steps have been completed, the 
MTRs are ready to be machine processed to provide 
whatever summary information is desired. 

The time between mailing the MTRs by the ship's 
medical personnel and the availability of summary in- 
formation has been three to five weeks. Most of this 
time is time in transit (normally about two weeks). 
Further, the actual time to process the reports at the 
Center has steadily decreased so that an average turn 
around of one week appears to be standard, if mailing 
time is disregarded. 



Reporting Formats 

To date, summary morbidity information has been 
provided in two basic formats. The first of these has 
been the Monthly Medical. Services and Outpatient 
Morbidity Report (NAVMED 6300/1) prepared for the 
Naval Medical Data Services Center in Bethesda. Md.; 
copies of this form are also sent to each ship in the 
study. An example of this type of summary is shown in 
Figure 2. 

A second monthly illness summary is returned to the 
ship's medical department. An example of this format 
is shown in Figure 3. This latter format provides at a 
glance a summary of the number of illness episodes for 
each paygrade and for each division. Additional tables 
indicate the number of first visit and followup visits for 
each type of illness. Also summarized are man-days af- 
fected in terms of "No Duty" and "Light Duty" assign- 
ments. Finally, weekly summaries are shown to capture 
variations in illness episodes and man-days lost. 

Because of the detailed nature of the basic informa- 
tion used by this system, the summary formats are ex- 
tremely flexible. For example, illness information may 
be presented in time frames that parallel shipboard 
operating schedules, at-sea versus in-port periods, and 
so forth. Further, illness episodes may be summarized 
readily in terms of occupational rating or other cate- 
gories of interest. 

Summary 

A prototype outpatient medical treatment recording 
system for shipboard use was described. Although this 
system has been in use only a few months on a small 
number of ships, it appears to combine a flexibility of 
use with a basic ease of administration. In fact, reports 
to date from the ships using this system indicate that it 
saves each ship's medical department from one to three 
man-days per month that were previously spent in com- 
pleting routine medical record forms. This combination 
of ease and flexibility suggests that a system of this 
type might some day form the nucleus of a Navy-wide 
system of shipboard medical treatment recordkeeping 
that is equally responsive to the needs of the health 
care practitioner, the long-term planner, and the 
medical administrator. The demonstrated viability of 
the system described here in preliminary trials is con- 
sidered encouraging and should lead to more extensive 
feasibility and cost effectiveness studies of implement- 
ing a similar system on a larger scale. 
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Sea Wasp Incident at 
NAVCOMMSTA H.E. Holt 



LT David G. Detert, MC, USNR 



On 14 March 1978 at approximately midnight, a 38- 
year-old chief radioman, while standing in approxi- 
mately 18 inches of water in the Indian Ocean, felt a 
large soft mass brush against his right leg. Being a very 
experienced diver and knowledgeable concerning the 
sea, he immediately left the water and washed the leg 
with fresh water, taking care not to rub the area of con- 
tact. In spite of these efforts there was an almost im- 
mediate onset of excruciating pain in the right foot 
which rapidly migrated cephalad. He was rushed at 
high speed to the dispensary and while in transit began 
to experience respiratory difficulty. Upon arrival at the 
dispensary, approximately seven minutes after the 
initial contact, he was mildly cyanotic and in extreme 
agony. Epenephrine 1 cc 1M was immediately given by 
the duty corpsman and oxygen by mask begun. 

The medical officer arrived at the dispensary within 
the next five minutes to find the patient writhing in 
agony and requiring forcible restraint for control. A 
rapid initial evaluation revealed a BP = 165/95 P = 
110 — 120 RR = 30. His lungs were clear to ausculta- 
tion. The cardiac examination revealed only the tachy- 
cardia and the remainder of the examination was nega- 
tive except for board-like rigidity of the abdomen. 

The only area of contact with the then unknown agent 
was represented by an area of erythema 3 cm in diame- 
ter on the dorsum of the right foot. Cardiac monitoring 
was immediately begun and the patient was given 
Decadron 10 mg IV, Valium 10 mg IV and Demarol 100 
mg IM, and 50 mg IV in rapid succession. 

In approximately five minutes the patient's thrashing 
had subsided sufficiently to allow placement of an IV. 
During this time his vital signs and his EKG remained 
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unchanged. The area of contact on his foot was washed 
with 130 proof alcohol. He was subsequently trans- 
ported to the local hospital where he required Demarol 
125 mg IM every 4 hours for the next 30 hours to control 
the pain. He also received 100 mg of Hydrocortisone IV 
every 2 hours for 24 hours. No other lesions other than 
the area on the dorsum of the right foot were found. 
The patient had a near total amnesia of the first few 
hours of the incident and was plagued by severe pruri- 
tis of the affected skin. No other residual effect was 
noted. 

The morning following the incident, six large jellyfish 
were found on the same beach and were identified as a 
species of sea wasp by local experts. Photographs were 
taken and sent, along with a summary of events to ex- 
perts in this field in Australia — Surgeon Command 
John Clift, Royal Australian Navy, Dr. Carl Edmonds, 
and Mr. R. Endean. 

The opinions concerning this case varied, but the 
general agreement was that this technically repre- 
sented a sea wasp sting due to Carybdea alata, which is 
less dangerous than a species of the same family as the 
most toxic species, Ckironex fleckeri. The failure to 
recover the actual organism involved prevented an ab- 
solute diagnosis. 

As discussed in Dr. Carl Edmonds' Dangerous 
Marine Animals of the Indo-Pacific Regional) the sea 
wasp is a member of the order Gubomedusae of the 
phylum Coelenterata and is said to be the most venom- 
ous marine animal known. The sea wasp possesses a 
box-shaped body 20 cm on a side with up to 15 tentacles 
measuring a maximum of 3 meters in length on each of 
its pedalium. The animal is essentially invisible in its 
natural habitat and tends to mature to a more toxic 
state during the hot summer months which in this area 
of Australia is November to March. The effects of the 
sea wasp are due to two toxins both of which are cardio- 
toxic and one of which is hemolytic as well. The classi- 



22 



U.S. Navy Medicine 




Sea wasp or Carybdea alata 



cal sequence of events includes the immediate onset of 
excruciating pain which rapidly intensifies and is 
followed by mental impairment including amnesia for 
the event. The cardiovascular effects are characterized 
by alternating tachycardia-bradycardia, hypertension- 
hypotension, tachypnea-absence of respiration as well 
as respiratory distress, pulmonary congestion, and 
cyanosis. Death generally occurs within the first 10 
minutes and survival is likely after the first half hour. 
Residuals of the sting include pruritis at the site of con- 
tact and psychological maladjustment which may take 
weeks or months to resolve. The particular species in- 
volved in this incident, Carybdea alata or Tamoya, has 
not caused any known fatalities but is potentially fatal 
when small children are involved and must be con- 
sidered very dangerous. 
NAVCOMMSTA Harold E. Holt is located at the ex- 



treme southern border of the normal range of the sea 
wasp, and its rarity in this locale is indicated by the fact 
that only two other possible cases, both much less cer- 
tain than this present one, have been reported during 
the recorded history of the North West Cape. A 
possible explanation for the occurrence in this past year 
was the absence of a cyclone which would normally de- 
stroy the sea wasp before they reach this southern ex- 
treme. It was, in retrospect, a very harrowing experi- 
ence and certainly not one covered during internship or 
during operational medicine lectures conducted by the 
Navy. 
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The Role of Altering Occlusion in 
Myofascial-Pain Dysfunction 
Syndrome Therapy 



LT Allen D. McCorkle, DC, USNR 



MyofasciaL-pain dysfunction (MPD) syndrome is a dis- 
order of the stomatognathic system characterized by: 
facial pain, tenderness of the muscles of mastication, 
limitation or deviation of mandibular movement, 
popping or clicking of the temporomandibular joint 
(TMJ). Furthermore, local and systemic disease 
processes must be ruled out. (4, 16,24,32,37) The symp- 
toms are attributed to masticatory muscle spasm and 
fatigue. (6, 16) Patients come from a wide, heterogene- 
ous sociologic background; however, females outnum- 
ber males five to one. (1,4,5, 13,14,37) All age groups 
are represented but most patients are from 20 to 40 
years of age. (4, 13, 14,37) 

There are other names for the above syndrome in- 
cluding TMJ pain dysfunction, TMJ syndrome, man- 
dibular dysfunction, and dysfunctional TMJ and muscle 
pain.(3,8,13, 14,19,21, 29,35,36) There are also other 
symptoms often attributed to MPD syndrome such as 
otalgia, tinnitus, paresthesia, photophobia, and ver- 
tigo. (8. 13) 

The diagnosis is made by questionnaire, history, 
clinical exam, radiographic survey, and necessary labo- 
ratory data.(/,2) Most patients' chief complaint is pain 
or tenderness. However, subclinical MPD syndrome 
may be detected by screening during routine exams or 
questionnaire. (/, 16,29) The incidence of MPD syn- 
drome is unclear due to the variety of names of the 
syndrome and the variety of symptoms reported. 

Occlusal discrepancies may be implicated as an 
etiologic factor in MPD syndrome and therefore alter- 
ing occlusion is sometimes selected as appropriate 
treatment. There are several methods to alter occlu- 
sion. They can be divided into two major categories: 
reversible, including night guards and occlusal splints; 
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irreversible, including occlusal adjustment; TMJ sur- 
gery; orthognathic surgery; orthodontics; fixed and re- 
movable prosthodontics. (3, 12, 13, 14,21,26,30,34,36) 
The decision to alter the occlusion should be based on 
the etiology of MPD syndrome. Unfortunately, this is 
not always the case. The rationale for altering occlusion 
is based on empirical observations of MPD patients 
treated by altering occlusion with resultant improve- 
ment. (12. 14, 21,26, 36, 38) 

There are several etiological theories of MPD syn- 
drome. (16.21,22,24,26,36) Selection of treatment for 
MPD syndrome patients depends upon the practi- 
tioner's theory of etiology. The theories vary in regard 
to the interaction of the patient's occlusion and psy- 
chological state. Fundamentally, these can be divided 
into two groups. One group believes that the primary 
etiologic or contributing factor is occlusal discrepan- 
cies, and therefore selects to irreversibly alter occlusion 
to alleviate the patient's symptoms. (6,13,14,21,26,30, 
36,38) The other group believes that the primary eti- 
ologic or contributing factor is psychological stress and 
therefore directs therapy at patient education and/or 
psychological counseling, in addition to medication and 
reversible alteration of the occlusion. (J, 7, 10, 12, 16,20, 
23,25.31,33) 

Electromyographic analysis of masticatory muscles 
in MPD syndrome and bruxism patients have shown 
that electromyographic (EMG) levels improve after re- 
versibly altering the occlusion. (3, 1 3, 34) Occlusal ad- 
justment was used to irreversibly alter occlusion in one 
study which also showed improvement in EMG levels 
after occlusal adjustment. (26) Clinically, symptoms 
improved after either treatment; therefore altering 
occlusion does contribute to the remission of muscle 
spasm and its resultant symptoms. However, this does 
not necessarily demonstrate cause and effect in order to 
determine the primary etiologic factor. 

Surveys of patients with MPD syndrome and ran- 
domly selected healthy patients have shown that oc- 
clusal discrepancies are distributed equally between 
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both groups. (4, 35) There is also an equal distribution of 
malocclusion between the sexes despite the five to one 
predominance of females to males with MPD syn- 
drome. (5) A survey of 153 healthy patients has shown 
the incidence of occlusal habits is higher in patients 
with headaches and neck aches, incidence of mandibu- 
lar deflection, pain on palpation, TMJ noise, and TMJ 
radiographic changes. When compared in subgroups, 
each shows approximately equal distribution to the in- 
cidences in the total population examined. (27, 28) The 
above would seem to indicate that how one uses his 
mandible is more significant than occlusal relationships 
as an etiologic factor in MPD syndrome. (37) 

The personalities of 75 female MPD syndrome pa- 
tients were compared with dental patients, rheumatoid 
arthritis patients, healthy individuals, and a group of 
neurotic and psychotic patients and found to be signifi- 
cantly different from each group. Seventy-five percent 
of the MPD syndrome patients fell into hypernormal, 
dominant personality categories. (19) These are people 
who want to maintain control of their situation and re- 
sist demonstrating illness or weakness. A group of 21 
MPD syndrome patients and 10 normal individuals 
were experimentally stressed. The normal people re- 
sponded with a greater increase in heart rate than the 
MPD syndrome patients, while the MPD syndrome pa- 
tients responded with increased masticatory muscle 
activity. (15) While the above does not show cause and 
effect, the data does support the theory that the pri- 
mary etiologic factor of MPD syndrome is psychological 
stress. 

Recently, several double blind studies with placebos 
for controls of different therapies for MPD syndrome 
have shown that symptom remission is not a simple 
cause and effect result. MPD patients respond signifi- 
cantly to placebo drugs, placebo occlusal splints, and 
placebo occlusal adjustments. Symptom remission in 
MPD syndrome patients is a complex interaction 
among the patient, the dentist, and the treatment. (9, 
11,12,17,33) 

Therapy utilizing principles of psychology have been 
shown to be effective in the treatment of MPD syn- 
drome patients. Teaching the patient to voluntarily 
relax his masticatory muscles by providing him with an 
increased awareness of his oral habits with biofeedback 
or massed muscle exercises results in decreased EMG 
levels and consequently improvement in symptoms. (7, 
31) Psychological counseling or educational instruction 
plus medication and dental treatment (Meprobamate 
and an occlusal splint), is more effective than dental 
treatment alone, and comparing psychological counsel- 
ing with dental treatment, equal results are obtained. 
(18,20) Group therapy for MPD syndrome patients in 



which conventional therapy has not been successful has 
been shown to be helpful. Symptom remission in these 
patients is related to their increased ability to cope with 
their emotions, recognition of an unrealistic self con- 
cept, or a specific change in their environment. (23, 25) 
Successful treatment of MPD syndrome patients de- 
pends on an accurate diagnosis. There are several 
causes of masticatory muscle spasm including muscular 
overextension, muscular overcontraction, or muscular 
fatigue. Muscular fatigue is the result of an oral habit 
which may be secondary to psychological stress or 
dental irritation. (16) In addition to an accurate and 
thorough history and exam, a psychological evaluation 
is essential to institute effective therapy. (10) Reversi- 
bly and/or irreversibly altering occlusion can be used to 
treat muscular overextension, muscular overcontrac- 
tion, or dental irritation when these are identified as 
etiologic factors for the patient. In addition to physical 
therapy, tranquilizers, analgesics, muscle relaxants, 
and counseling, reversibly altering occlusion is helpful 
in relieving symptoms in patients with MPD syndrome 
secondary to psychological stress until a patient can 
learn to cope with his environment. It is important to 
consider each MPD syndrome patient individually and 
treat each one according to an accurate diagnosis. If 
this approach is used, patients would probably be sub- 
jected to fewer irreversible procedures and dentists 
would enjoy a higher success rate in treating MPD syn- 
drome patients, recognizing that the most common 
etiology for MPD syndrome is psychological stress. 
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GUIDELINES FOR EARLY DETECTION OF ALCOHOLISM 



Physical clues 
Gastrointestinal 



Neurologic 

Cardiovascular 

Traumatic 



vomiting (often before breakfast); nausea; dysphagia; diarrhea; 
vague abdominal complaints 

blackouts; insomnia; headaches 

palpitations; tachycardia 

frequent accidents; falls or injuries of vague origin; cigarette burns 
on hands, chest 



Psychological clues 
Behavioral 



Emotional 
Laboratory findings 



frequent financial difficulties; excessive absenteeism and poor per- 
formance at work; marital discord or multiple divorces; immoderate 
use of coffee, tea, tobacco, drugs 

anxiety; panic attacks; hallucinations; depression, suicidal ideation 

hyperlipidemia; abnormal liver and/or kidney function; anemia; 
blood alcohol of 0.15 percent (almost pathognomonic for alcoholism) 

— Reprinted with permission of Roche Laboratories 



26 



U.S. Navy Medicine 



SCHOLAR'S SCUTTLEBUTT 



ACDUTRA With the Marine Corps 



LT T.M. Cox, MSC, USN 



"During the first maneuver, a fighter plane buzzed 
in . . . , he dove on us four times. My squad, Bravo 5, 
dug in on a defensive front and absolutely annihilated 
an unsuspecting enemy. On the offensive maneuver, 
our leader sent a scout up ahead to throw smoke 
grenades. I was given his M-16 and helmet — I became 
a Marine Rifleman! We circled the enemy and attacked 
from the rear — the enemy never had a chance — we 
nailed them. We ate C-rations for dinner." 

The above quotation was not taken from an article 
about an actual war, but rather from the diary of a 
medical student performing his 45 days Active Duty for 
Training under the Armed Forces Health Professions 
Scholarship Program. The training was conducted at 
the Basic School, Marine Corps Base, Quantico, Va. 

In 1979, the commanding officers of the Naval Health 
Sciences Education and Training Command, Naval 
Hospital, Quantico, Va., and The Basic School, 
Quantico, Va., developed and implemented a course of 
instruction for HPSP students designed to expose par- 
ticipating students to the mission, capability, and ex- 
pertise of the modern Marine. Additionally, the student 
would learn about one facet of the Navy Medical De- 
partment's mission — medical support to the Marine in 
the field. 

During their first two weeks, the students undergo 
training at the Basic School in areas of physical train- 
ing, tactical maneuvers (both day and night), obstacle 
courses, weaponry, survival swimming, and the organi- 
zation and mission of the Marine Corps. The HPSP stu- 
dents, assigned to a Marine company composed of 
Marine second lieutenants and Naval Academy gradu- 
ates, actively participate in all training phases during 
the two-week period. 
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Students practice survival swimming in the pool. 

The student's last month of active duty is spent pro- 
viding, under close supervision, medical support to 
Marines in the field at the Basic School, Camp Upshur, 
and at Brown Field. In addition, each extern is assigned 
a staff physician as his preceptor. Contingent upon 
patient load, each physician will spend as much time as 
possible teaching the new officers basic diagnostic 
techniques, appropriate treatment for military associ- 
ated diseases and injuries, and such other medical 
subjects as he feels appropriate. 

The course is offered once annually during the sum- 
mer months. The program is open to any second, third, 
or fourth year medical student participating in the 
HPSP who has completed the Officer Indoctrination 
Course at Newport, R.I., or who has had prior military 
experience. Interested persons should contact LT T.W. 
Cox, Naval Health Sciences Education and Training 
Command (Code 9), National Naval Medical Center, 
Bethesda, Md. 20014. 
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NOTES & ANNOUNCEMENTS 



INMEMORIAM 

RADM Thomas W. South H, USN (Ret.), who served 
35 years in the Navy, died 23 Oct 1979 at the age of 69. 

RADM South was born in Philadelphia, Pa., and 
graduated from the U.S. Naval Academy in Annapolis, 
Md., in 1934. He then became a Navy pilot. RADM 
South served in the Pacific during World War II and 
later commanded the aircraft carrier USS Essex. He 
was assigned to the Office of the Chief of Naval Opera- 
tions in Washington, D.C., from 1946 to 1949, from 
1954 to 1956, and from 1960 to 1963. RADM South com- 
manded the Patuxent Naval Air Station in Maryland 
from 1957 to 1959. He also commanded a carrier 
division of the 7th Fleet in the Pacific from 1959 to 1960. 

RADM South retired in 1965, 

MASTER'S DEGREE IN RADIOBIOLOGY 

Opportunities are now available for medical officers 
to obtain a master's degree in radiobiology on an out- 
service basis. The program is offered at the University 
of Rochester which has long been recognized as a lead- 
ing institution in this field. 

The University of Rochester has two programs of 
study for a master's degree, Plan A and Plan B. Plan A 
is considered more appropriate for physicians with its 
more practical, less theoretical emphasis. Plan B 
requires 30 semester hours and a master's degree 
essay (vice thesis). This program would usually take a 
year and a half to complete. 

The payback time for the master's degree is in ac- 
cordance with BUMEDINST 1520.7F. For example, if 
one needed a year and a half to two years to complete 
the program, the payback time would be two years. 

Billets for this training are available in the summer/ 
fall, 1980. For further details, write: Bureau of 
Medicine and Surgery (MED 3C21), Washington, D.C. 
20372 or call: Autovon 294-4194, Commercial (202) 
254-4194. 

NEW DIET MANUAL 

After five years of extensive research, the Navy and 
Air Force have developed a biservice diet manual, AFM 
160-8/NAVMED P-5125, for use in all Navy and Air 
Force medical facilities. Each Navy inpatient medical 
facility must maintain an up-to-date diet manual as pre- 
scribed by the Joint Commission on Accreditation of 
Hospitals (JCAH). 

The manual serves not only as a practical reference in 
planning, ordering, preparing, and serving normal and 



therapeutic diets, but also provides a thorough discus- 
sion of the principles of each diet. Noncopyrighted 
material may be reproduced for patient education. 

New material includes the 1979 recommended daily 
dietary allowances, the 1976 revised diabetic diet ex- 
change system, protein-electrolyte restricted diets, 
hyperlipoproteinemia diets, and nutritional assess- 
ment. 

An extensive appendix provides data on nutrient 
composition of supplements, therapeutic diet recipes, 
vitamin and mineral concentrations in foods, and 
educational materials for professional and patient refer- 
ences. 

Initial distribution of the new manuals will be accom- 
plished automatically. Additional requests should be 
addressed to Bureau of Medicine and Surgery (MED 
3112), Washington, D.C. 20372. 

NAVY GRADUATE MEDICA1 EDUCATION 

SAC XI has completed deliberations for over 630 
applicants for Navy Graduate Medical Education. The 
statistical data will be published in a later issue of U.S. 
Navy Medicine. 

All medical officers interested in applying for Navy 
Graduate Medical Education Training beginning July 
1981 should begin their application process as soon as 
possible to prevent unnecessary delays in administra- 
tive procedures. 

BUMEDINST 1520. 10G dated May 1976 presents 
proper application procedure. 

Those who have previously applied for training and 
have information on file at the Bureau of Medicine and 
Surgery may state this in their application. (Dean's 
letter, transcript, etc.) under item 3. 

It is anticipated that all medical officers in opera- 
tional assignments will receive BUMED Notice 1520 
announcing Graduate Medical Education availability by 
1 May 1980; however, if information is presently avail- 
able to you, an early application is encouraged. The 
deadline for application will be 15 Aug 1980. Applica- 
tions received after this date will be difficult to com- 
plete in time for the Specialty Advisory Committee 
which will convene in September 1980. 

Information on Navy GME for 1981 may be obtained 
by writing to: Commanding Officer, Naval Health 
Sciences Education and Training Command, Attn: 
Code 4, National Naval Medical Center, Bethesda, Md. 
20014. Telephone: Autovon 295-0648, Commercial 
(202) 295-0624, 
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SURGICAL POSTGRADUATE SEMINAR 

The Society of Air Force Clinical Surgeons is sponsor- 
ing a surgical postgraduate seminar to be held 13-16 
April 1980 at the Convention Center of the Four 
Seasons Motor Inn, Colorado Springs, Colo. 

The seminar will be approved for AMA Category I 
credit. 

COL Clint Chambers, MC, USAF, chairman, De- 
partment of Surgery, USAF Medical Center/SGHS, 
Wright- Patterson AFB, Ohio 45433, has been desig- 
nated the program chairman and all communications 
regarding the seminar should be addressed to him. The 
name and address of the individuals who will attend 
should be forwarded to the program chairman. A copy 
of this information should also be sent to HQ AFMP/ 
SGEP, Randolph AFB, Tex. 78148. 



NEED FOR CANDIDATES IN SPECIFIED NEC'S 

Eligible candidates are urgently needed to fill train- 
ing requirements in the following NEC's: 

HM 8451 (X-ray Technician, Basic) 
HM 8482 (Pharmacy Technician) 
HM 8503 (Histopathology Technician) 
HM 8505 (Cytotechnology Technician) 

The submission of applications is encouraged with 
reference to CANTRAC (NAVEDTRA 10500) which out- 
lines the application procedure and respective eligibil- 
ity requirements. 



SUITABILITY PROCESSING FOR OVERSEAS 
ASSIGNMENT OF NAVY AND MARINE CORPS 
MEMBERS AND ACCOMPANYING DEPENDENTS 

BUMEDINST 1300.1, effective 4 Dec 1979. provides 
a listing of U.S. Federal medical facilities outside the 
contiguous 48 States and procedures to be followed in 
facilitating the suitability processing for overseas as- 
signment of Navy and Marine Corps members and their 
dependents. Reports have indicated that numerous 
active duty members and accompanying dependents 
have arrived at new duty stations overseas with medical 
conditions which were beyond the treatment capabili- 
ties of the Medical Department facility serving them. 
The provisions of BUMEDINST 1300.1, when followed, 
will obviate the transferring of such personnel and 



dependents to activities overseas that do not possess 
the capability to provide needed care. 



MEDICO-LEGAL FEEDBACK: TAD ORDERS FOR 
TRAINING PROGRAMS 

On occasion it has been necessary to document the 
official status of a physician involved in outservice 
training or an "integral part" of inservice training for 
purposes of invoking the protection of the "Gonzales" 
immunity law. On several occasions there has been no 
documentation of that status. 

Commands should insure that all persons performing 
official duties in a civilian setting are given, at a mini- 
mum, no-cost TAD orders that clarify the fact that their 
working in the civilian institution is within the scope of 
their military duties. Without such proof it might be 
difficult to obtain Justice Department representation of 
a person in the event a medical liability case arose. 



CHAMPUS CAT SCAN COVERAGE INCREASE 

An expansion of CAT Scan coverage for CHAMPUS 
beneficiaries will be implemented in early 1980. 

The proposed change in CHAMPUS policy for CAT 
Scan procedures was announced in the Federal Register 
in late October and will be implemented as a formal 
change in CHAMPUS policy following consideration of 
solicited public comments which are now under review. 
The proposed change in CHAMPUS policy would 
authorize whole body scans and set new guidelines for 
determining quality of care and medical necessity 
associated with CAT Scan services. 

CAT Scanning (Computerized Axial Tomography 
scanning) is a form of computer assisted radiation 
photography developed in recent years which permits 
viewing of soft tissue in the body in a manner similar to 
x-ray photography of the body's bone structure. CAT 
Scans were originally used principally for examination 
of the brain. Whole body scans are a more recent de- 
velopment. Among the advantages of CAT Scanning 
are the elimination of possible dangers to the patient 
associated with dye testing and x-ray procedures. 

Current CHAMPUS policy limits coverage to head 
scans and limits the type of authorized medical care 
facility at which CAT Scans may be obtained. 

Upon implementation of the expanded CAT Scan 
policy, it will be made retroactive from 1 Oct 1978. 
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SUBSCRIPTIONS AVAILABLE 



U.S. NAVY MEDICINE is now available by sub- 
scription . Supporters of Navy medicine who are not 
eligible for free distribution, or who want their copy 
sent to their home address may order a personal 



subscription through the U.S. Government Printing 
Office. Subscription rates are $11 per year (12 is- 
sues) to addresses within the U.S., and $14 per year 
to foreign addresses. 



Enter my subscription to U.S. NAVY MEDICINE.— $11.00 domestic mailing— SI 4. 00 foreign 
mailing. (Subscription rates include postage and handling costs. Make checks payable to 
Superintendent of Documents.) 
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